Several months ago, I asked if it was possible to reduce the federal deficit of the United States and create jobs by making the healthy choice the easiest choice. 1 This is a critically important question because the long-term budget projections deemed most likely by the nonpartisan Congressional Budget Office are that federal spending, not including interest on the federal debt, is likely to reach 34% of gross domestic product (GDP) by 2085, while tax revenues are likely to remain at 18% of GDP 2 (see Figure 1 ). If this occurs, annual federal deficits will increase every year, and total federal debt will exceed 200% of GDP before 2040 (see Figure 2 ). In reality, the debt will probably never reach 200% of GDP, because other nations of the world are not likely to lend the money necessary to accumulate that level of debt. Even if they were to lend the money, the U.S. economy is likely to implode well before it reaches that level of debt, and quite likely would pull the world economy into a severe depression. Health is a critical factor in this equation, because federal medical spending (Medicare, Medicaid, and other medical programs) is expected to consume 52% of long-term federal spending and Social Security an additional 20%. 3 If we can improve the health of the U.S. population, we may be able to significantly reduce federal medical spending. Additionally, improving health may make it possible for people to be physically strong enough to work longer, delay retirement, and thus increase federal income-related tax revenues and decrease or at least delay Social Security payments.
The purpose of this article is to describe this concept in terms that are less technical and more understandable than those in the first article and to focus more on how to operationalize the approach. Estimates of program costs and offsetting tax revenues are briefly described in this article. Readers are referred to the original article for the assumptions used to calculate those values and for a more technical review of the federal budget projections.
Underlying Health-related Causes of Higher Medical Costs and Lower Tax Revenues. The underlying health-related causes of higher medical costs and lower tax revenues are illustrated in Figure 3 and described below. Lifestyle practices, especially tobacco use, poor nutrition, and lack of physical activity, increase chronic conditions and diseases, especially obesity, heart disease, cancer, stroke, chronic obstructive pulmonary disease, and diabetes, as well as accidents. Chronic diseases in turn are responsible for an estimated 83% of Medicaid costs and 96% of Medicare costs. 4 They also decrease federal income tax revenues because people can't work or earn as much when they are sick. The aging of our society increases chronic diseases because people have more chronic diseases as they age, raising the medical spending per person. The aging society also makes more people eligible for Medicare, reduces the number of people who are working and paying income taxes, and increases the number who are receiving Social Security payments. Finally, poverty and inequality increase the prevalence of poor lifestyle, including poor nutrition, lack of physical activity, and use of toxic substances, and also exacerbate chronic diseases through direct physiological effects and lack of access to medical care. They also increase Medicaid spending by increasing the number of people who are covered. Finally, they reduce tax revenues because people with lower incomes pay less in income taxes.
Preliminary calculations show that reducing the rate of medical spending by 1 percentage point will reduce medical spending by 30% over 25 years and reduce the federal debt by 15% over 25 years. 5 Furthermore, extending the duration of working life by 4.5 years reduces the federal debt by 16%. Improving health to this extent would require providing comprehensive health promotion programs to all 310 million people in the United States. Assuming spending of $200 per person per year for such programs, annual spending on workplace health promotion would grow to $62 billion. To put this in perspective, current annual spending on workplace health promotion is estimated to be about $2 billion. Growth of this field to cover the 310 million people would create an estimated 280,000 new health promotion jobs. These are very preliminary estimates that should be strenuously challenged until they can be confirmed through more rigorous analyses. However, the possibility that improving health may reduce the federal debt by a third should capture the attention of policy leaders and anyone involved in public health, and should force us to consider what we need to do to improve the health of the nation to this extent.
Recommended Focus of Health Improvement Efforts to Reduce the Deficit. To reduce the federal deficit by improving health, I recommend that attention be concentrated in three areas. The first is the focus of this article: describing how comprehensive health promotion programs might be provided to all people, but the importance of two additional areas must be recognized, and these areas are briefly mentioned below. They are: (1) focus the efforts of the federal government to improve health, and (2) reduce poverty and income inequality by providing opportunities for the most disadvantaged people.
Focus the Efforts of the Federal Government to Improve Health. Employers and the health insurance industry are in the best position to make the changes necessary to make this approach successful, and both are able to move faster than governments to address these problems, especially in today's hyper-partisan political culture.
Nevertheless, state and federal governments must take action in three critical areas. First, the federal government needs to visibly recognize that improving health must be a core value of the government because health will have a significant impact on the fiscal sustainability of the economy and because improved health improves the quality of life of all people. This priority should be reflected in the mission statements of every federal department that impacts health directly or peripherally. For example, possible revised mission statements of three core federal departments are shown in Table 1 . Second, the federal government needs to provide funding to cover the cost of comprehensive health promotion programs as standard benefits in Medicare, Medicaid, and the Children's Health Insurance Program (CHIP). Third, the federal government needs to fund part of the cost of programs provided to employees of small businesses that do not provide health insurance. Details on that funding are discussed later in the article.
Reduce Poverty and Inequality by Providing Opportunities for the Most Disadvantaged. The impact of poverty and income inequality on health have been well documented, especially by the World Health Organization, 6 Michael Marmot in the Fair Society, Healthy Lives effort, 7 and Richard Wilkinson and Kate Pickett, 8 cofounders of the Equality Trust. 9 These effects were summarized in a recent article 10 and will not be repeated here.
Helping people who are disadvantaged is a core value of most religions. This might translate into making eradication of poverty and income inequality a high priority for all civilized societies for basic humanitarian reasons, but it is also important in the context of this current issue because Medicaid costs will always be high and tax revenues always suppressed as long as such a large portion of our population lives in poverty. Expressed differently, if we are not motivated to eradicate poverty out of human decency, we should do it for the pragmatic reasons of preserving the economic viability of the nation. The Fair Society, Healthy Lives effort led by Sir Michael Marmot has recently articulated an approach for reducing health and income inequality that is based on the best available evidence. The key components they recommend are listed in Table 2 , but will not be discussed in any more detail in this article.
Implementation Strategy to Provide Comprehensive Health
Promotion Programs to Every Person in the Nation in All the Settings in Which They Work, Live, and Play Preliminary thoughts on a framework of a comprehensive plan to reach the full population of our nation with effective programs are shared below.
Lessons Learned in Workplace Health Promotion. Comprehensive health promotion programs offered by employers in workplace settings have been very successful in improving health and reducing medical costs. The workplace is an excellent place to offer health promotion programs because people spend a huge portion of their waking hours at work. Furthermore, employers are able to use existing communication channels and protocols to engage people in assessment and skill-building programs, and to shape the physical and cultural environment to support health. Equally important, employers have a financial incentive to improve employee health. Evidence accumulated over three decades has shown very positive results. More specifically, based on a comprehensive review of the literature, the Centers for Disease Control and Prevention has concluded there is ''strong evidence'' that programs with health assessment and feedback plus skill building reduce tobacco use, dietary fat Agriculture Support an agriculture industry that can provide the most nutritious food to the greatest number of people at an affordable price. Transportation Support transportation modes that move people and products efficiently, but do so in a way that enhances health through active transportation modes, facilitates social interaction and creation of a sense of community, and minimizes environmental toxins. Education Improve the intellectual achievement, but also the physical, emotional, social, and spiritual health of the youth of the nation.
vi consumption, blood pressure, and cholesterol, and ''sufficient evidence'' that they improve seat belt use, physical activity, and overall health risk scores and reduce heavy drinking. 11 Furthermore, a meta-evaluation of 62 studies showed that programs reduced medical care, disability, and sick leave costs an average of 24% to 25%, 12 and a metaanalysis of 22 studies showed that programs produced a return on investment of $3.27 in medical costs for every dollar invested. 13 Additional savings of $2.73 were found for every dollar invested from reductions in absenteeism. Despite these successes, the impact of programs is limited by several factors listed below. These factors must be overcome in developing this new approach. N Spouses and children are rarely engaged in programs. N Successful strategies have not been developed for reaching small businesses.
Create a Web of Support. If we want people to adopt and maintain healthy lifestyle practices, we need to weave a web of support that touches every person several times each day where they live, work, play, pray and learn. These touches need to help people do four things: (1) discover the synergies between their core passions and optimal health, (2) enhance their motivation to strive for optimal health, (3) support them in learning skills that will help them change their lifestyle to move toward a state of optimal health, and (4) create opportunities that open access to physical and social environments that make positive health practices the easiest choice. 14 In simpler terms, they need to enhance awareness and motivation, build skills, and provide more opportunities to practice a healthy lifestyle. 15 These touches should reach people in workplaces, schools and colleges, child care centers, hospitals, and clinics, as well as faith communities, grocery stores, restaurants, commercial fitness centers, homes, parks, and social clubs. Health promotion providers will deliver services in all of these settings. This web of support is illustrated graphically in Figure 4 .
Cost of Programming. Funding this web will cost an estimated $62 billion per year. This funding level would provide $200/ year for each of the 310 million people living in the United States. Two hundred dollars per person represents the annual budget of workplace health promotion programs that produce the best health outcomes and save the most money. 16 This funding would be distributed throughout sectors of society based on the number of people who are engaged in each sector. For example, a crude allocation would provide $24+ billion to worksites to reach the nearly 121 million people who work; nearly $21+ billion to hospitals and clinics to serve the 103 million people who are covered by Medicare, Medicaid, and CHIP; nearly $11 billion to K-12 schools to serve the 54 million school-aged children; nearly $4 billion to colleges and universities to reach the nearly 20 million students enrolled in these schools; and $4+ billion to day care centers and private families who care for the nearly 22 million children 5 years old and younger. Note that some of the funding from employers and insurance companies would flow back to them to cover the cost of programs they provide directly to their employees and members. A more refined allocation would provide some of this funding to faith communities, social organizations, and even commercial enterprises including grocery stores and fitness centers and other organizations that are important to people in their lives. Similarly, the $200 for each individual might be allocated to multiple organizations to reflect the relative impact of each organization on the person's health. For example, for adults, funds might be allocated to their place of work, their primary care physician, their church, and a running club they belong to. Table 3 shows how funding might be distributed based on where people receive their medical care funding, and across age groups.
Sources of Funding. The funding sources likely to be most efficient and also deemed most equitable are employers and Table 2 Strategies for Reducing Health Inequalities* health insurance companies. As discussed in more detail below, both have a direct connection to the problem and are likely to save more than they invest if the effort is successful.
Employers. Employers would contribute approximately $34.4 billion, to cover most of the cost of people who are employed and their dependents; $200 is contributed for people who work for employers that are self-insured for their medical coverage, and $100 is contributed for people who work for companies that provide health insurance but are not self-insured and for those who do not receive health insurance through their employer. The numbers of people in each of these categories are shown in Table 3 . Employers could collect funds from employees based on the number of their dependents, or spread the cost of all the dependents across all the employees. The ratio of total lives covered (employees plus dependents) to employees only is 1.73, so if costs of all dependents is spread across all employees, the amount per employee would be $346 ($200 3 1.73 5 $346).
Health Insurance Companies. Health insurance companies would contribute approximately $4.9 billion, representing $100 for each of the 21 million dependents in companies that provide health insurance but are not self-insured.
Federal Government. The federal government would contribute approximately $2.3 billion to cover $100 of the cost of programs for each of the more than 13 million employees and their nearly 10 million dependents whose small business employers do not provide health insurance. The federal government would also cover the full $8 billion cost of programs for the 40 million Medicare recipients and the $1 billion cost of covering programs for the approximately 5 million children covered by CHIP.
State and Federal Governments. State and federal governments would split the approximately $7 billion cost of providing programs to the more than 58 million Medicaid members, with 61% of the cost going to the federal government and 39% to state governments, following the Medicaid cost allocation currently mandated by law. 17 Short-Term Justification of Spending. The ultimate return from spending on these programs is preserving the economic viability of the U.S. economy, but it will be necessary also to show short-term savings in these investments to engage all the key parties in this effort.
Employers. Self-insured employers can justify contributing $200 for every employee and dependent because welldesigned programs are able to produce short-term savings in medical care costs and absenteeism reduction that are in excess of their costs, and may be as high as $6 for every dollar invested. 12, 13 As such, funding these programs should have no net cost to employers or their employees. Admittedly, these savings are likely to accrue in the second or third year after a comprehensive program is implemented. 18 To offset start-up costs, employers have the option of adding the $200/ person/year to the cost of the health plan premium and increasing the portion of the health plan premium paid by employees by $200 or a portion of the $200. A variation on this approach would be to charge differential premiums for employees based on their health practices (like tobacco use) or lifestyle-related health outcomes (like fitness level or weight status). Federal law allows employers to charge a difference in health plan premiums of up to 20% of the total cost through the end of 2013, and then increases the maximum difference to 30% in 2014. 19 This approach places the cost of the health promotion program on the employees who have the worst health practices, and presumably the highest medical costs. This cost shifting might be discontinued after the second or third year when the employer starts to see medical costs moderate as a result of the program. This approach should ultimately have no net cost to employers or employees because medical costs should drop as a result of the program. The other immediate benefit employers are likely to receive from this approach is the goodwill in their community that may come from their providing financial support for programs to schools, colleges, child care centers, and other organizations in which their employees and dependents are involved. It is also possible that employees would feel a sense of pride from these contributions as well. Indeed, the increased interactions with community organizations have the potential to enhance the sense of community in every town in the nation. Health Insurance Companies. Health insurance companies can cover the cost of the $4.3 billion annual contribution they make to help support programs provided to employers who are not self-insured by passing the cost along to those customers. If all health insurance companies used this approach, the increased charge would create no competitive price disadvantage for any insurer. Some insurers might choose to invest some of this contribution in programs they develop internally for their members. This would make the most sense for insurers who sell directly to individual plan members (rather than to employers or other groups), and be most cost-effective for electronic portals that have high fixed costs and minimal marginal costs as the numbers of users increase, and for other services that offer cost savings from economies of scale. Insurers could reduce and eventually phase out this surcharge when they see their costs go down as customers begin to practice healthy lifestyle habits. Insurers have found that costs can drop as soon as 1 year after people quit smoking or become more physically active. 20 It is important to note that health insurers are often reluctant to invest heavily in health promotion programs for the populations they insure because a significant portion of these populations shift their coverage to a different insurer on a regular basis. When members shift to other insurance companies, any reduced medical costs savings resulting from improved health is passed on to the other insurance company. This concern should no longer be an issue if all insurance companies provide comprehensive health promotion programs to all of the people they insure.
State and Federal Governments. State and federal governments are the ultimate beneficiaries of this effort because it is designed to reduce their long-term costs of Medicare and Medicaid. If people have good health practices before they become eligible for Medicare and Medicaid, their health should be better and their medical costs should be lower when they enroll in these programs. Employers and insurance companies cover the cost of most of the programs to keep people healthy in this proposal, so the government's required contribution is significantly reduced. Furthermore, the government's direct costs to programs for Medicare, Medicaid, and CHIP members for these programs should be recouped fairly quickly as the medical care costs drop for people who quit smoking, become more active, and improve their nutrition. Medicare is already authorized to cover a wide range of health promotion programs under new provisions in the Affordable Care Act, 21 so the costs for this program are not really new costs to the federal government. These costs are considered as new costs in this analysis to prevent understating the costs to the federal government. Our analysis shows that all the costs to state and federal governments will be more than offset on an annual basis by increased tax revenues generated from the growth of the health promotion field from an estimated $2 billion per year to $62 billion and from the increased taxes paid by employers on the increased profits they earn when their medical care costs drop as a result of improved health of their employees. More specifically, state governments are projected to receive $4.540 billion in new annual tax revenues and contribute $4.532 billion to support Medicaid programs, for an annual surplus of $8 million. The federal government is projected to receive $22.5 billion in new tax revenues and contribute $16.1 billion to support programs for small employers, Medicare and Medicaid, leaving an annual surplus of $6.4 billion (see Table 4 ). In addition to these increases in tax revenues, the federal government is expected to save $1.9 billion/year in reduced medical costs for the 4.9 million employees and dependents whose medical costs they cover, states are projected to save $3.0 billion/year for the 7.6 million employees and dependents they cover, and local governments are expected to save $8.6 billion/year for the 21.4 million employees and dependents they cover (see Table 5 ). Details of the assumptions for this analysis are in the original article. 1 Note that none of these short-term savings reflect savings from Medicare and Medicaid that are expected to occur because of improved health. Consolidator. Figure 4 shows a cylinder into which all the contributing entities contribute money that is disbursed to the receiving entities. It is labeled with a question mark because the form and full responsibility of this entity is yet to be determined. It could be a private for-profit or not-forprofit organization or a government entity; one entity serving the whole nation, or multiple agencies with at least one residing in every state or every town; part of an existing organization, or freestanding. Its purpose could be merely to collect and distribute funds, or it could also set standards, monitor quality, and enforce performance of providers. It could be part of the health insurance industry, the quality control industry, or the health promotion provider industry. All of these options need to be explored.
Engaging Key Players. Launching this effort will require engaging all the key players discussed above. The most important players to engage initially will be the funders, starting with employers and health insurance companies. Another important sector to engage is conservative and progressive advocacy groups and think tanks. They can help develop economic models that are central to this argument, and also help explore the policy issues that need to be resolved to make this approach resonate with the values of people from all perspectives rather than conflict with them. State and federal governments will be more likely to become engaged if employers and insurers are already on board and analysts have already sorted through policy issues. It will probably be most efficient to engage government by working through major trade and advocacy associations like the U.S. Chamber of Commerce, the Business Roundtable, America's Health Insurance Plans, Blue Cross Blue Shield Association, and similar groups. Health promotion providers, schools, colleges, hospitals and other groups are expected to be easy to engage because they would be the recipients of funds to provide programs.
Progress to Date. This idea was first announced in an article published in the November/December, 2011, issue of the American Journal of Health Promotion. 1 Since that time progress has been made in several areas listed below.
N Health Promotion Advocates, a nonprofit advocacy group created to integrate health promotion into national health policy, has adopted the concept as their core advocacy effort. 23 N The Art and Science of Health Promotion Conference has agreed to devote one educational track of up to eight sessions to focus on this effort at its March 18-22, 2013 , conference to be held in Hilton Head Island, South Carolina. 23 N Preliminary conversations have been held with economists who study the link between health, medical care costs, ability to work, and federal spending.
N Preliminary conversations have been held with employer groups, health insurance trade groups, conservative and progressive think tanks, and Congressional offices.
N The research team inspired by Dr. James Fries that has been studying the compression of morbidity concept 23 among two population cohorts is about to release new findings. Their previous work showed that the onset of morbidity is delayed among people who practice a healthy lifestyle. 25, 26 This new research provides insight on whether or not morbidity is compressed or life is merely extended. 26 
Conclusion and Important Next Steps
Important next steps include the following:
N Increase the number of people who are intrigued by this concept and will advocate for it.
N Develop economic models to test the hypothesis that improving health will reduce spending on Medicare, Medicaid, and Social Security and increase tax revenues.
N Refine the scope and operational protocols of the consolidator function.
N Get feedback from think tanks, advocacy organizations, and employer and health insurance groups.
N Get feedback from the public health community.
Readers interested in helping in any of these areas should share their suggestions on the Health Promotion Advocates website. 
